Sir, A 66-year-old female presented with multiple brown reticulate pigmentary plaques on perineum for decades [ Figures 1a and b] . A biopsy specimen showed irregular, filiform epidermal elongations of hyperpigmented rete ridges [ Figure 1c ]. Multiple subcutaneous nodules on groins were also noted [ Figure 1a ] and the biopsy proved that those were epidermal inclusion cysts. According to the above findings, Dowling-Degos disease (DDD) associated with multiple epidermal inclusion cysts were diagnosed. Her younger sister also had the same lesions. On the other hand, her brothers and nieces had multiple epidermal inclusion cysts on the trunk. Because of the benign prognosis of DDD, the patient preferred long-term observation.
As the genetic basis of DDD was recently reported, we focused our genetic analysis on exon 1 of the KRT5 gene. Direct DNA sequencing of PCR products derived from the patient did not reveal any mutation compared to the control sequence. We identified c.-73 T>C (negative strand), which was a single-nucleotide polymorphism (SNP) 4rs371725 of keratin 5 (K5) located in chromosome 12 52914153 [ Figure 2 ]. This SNP was located at 5' end of exon 1 but not translated.
DDD is characterized by acquired, progressive pigmented lesions that primarily involve the large flexural areas. It is common that DDD involved the genitalia; [1] however, DDD resulted from SNP and associated with family members had not been reported. In addition, the distinct clinical presentation might be due to long-standing lesions with local stimuli by mechanical rubbing in daily life and it should be differentiated from condyloma acuminata, bowenoid papulosis, acanthosis nigricans, and seborrheic keratosis.
DDD may present as either sporadic or autosomal dominant genodermatosis with a strong family history. However, the genetic defect of DDD has not yet been well defined. A recently reported series mapped DDD to chromosome 12q and described the loss of function mutations in the exon 1 of the KRT5 gene encoding K5 in two German pedigrees [2] and heterozygous frameshift mutation in the V1 Domain of K5 in the proband from an extended Spanish DDD kindred. [3] It has been established that haploinsufficiency for K5 appears to be a common genetic mechanism underlying DDD. [4] A variety of follicular abnormalities, such as facial acne-like pitted scars, hyperkeratotic follicular papules, and comedones, [1] is associated with DDD and K5 may also play a role in follicle development. However, it failed to identify anomalies of the KRT5 gene in other cases with DDD. [5] We also failed to identify anomalies of the KRT5 gene. Another larger linkage analysis from a 4-generation Chinese family showed a possible DDD-related gene locus mapping to chromosome 17p13.3. [6] Taken together, DDD is easily misdiagnosed as other sexual transmitted diseases, such as condyloma acuminata. It is crucial to have a detailed family history and physical examination. According to our result and those of other investigators, DDD is a heterogeneous disease and patients with DDD do not necessarily have KRT5 gene haploinsufficiency.
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Sir, A 30-year-old unmarried male presented to skin outpatient department with lesions over the body for 5 months with no history of any drug or food allergies, joint pain, and fever or photoaggravation. The patient had a history of sexual exposure, several times, with a known female partner. Cutaneous examination revealed multiple, well-defined, reddish-orange plaques with multiple follicular hyperkeratotic papules over upper limbs, knees, and trunk with islands of normal skin within the lesions [ Figures 1a-e ]. All the fingernails had multiple irregular pits. The scalp, oral cavity, and genitals were normal. He was treated as a case of psoriasis by a private practitioner with tablet methotrexate 7.5 mg/week for 2 months.
All routine investigations were normal. Serology testing for HIV 1 and 2 was positive by enzyme-linked immunosorbent assay. Skin biopsy revealed moderate acanthosis, short and broadened rete ridges, moderate spongiosis with alternate layers of parakeratosis and orthokeratosis, and thick suprapapillary plates. Superficial dermis showed orthokeratotic plug and mild perivascular lymphoplasmacytic inflammatory infiltrate [ Figure 2 ]. Changes were suggestive of pityriasis rubra pilaris (PRP). The patient was started on antiretroviral drugs following which there was improvement in the lesions.
PRP is a papulosquamous disorder of unknown etiology which progresses to erythroderma with keratoderma of the palms and soles. The disease was originally classified by Griffiths into five groups. A sixth group was then introduced to accommodate those with HIV infection, which appears to differ from the classic forms. [1] 
